DISCUSSION.
Dr. PRINGLE (Chairman): When this case was first shown I considered it would get better with prolonged baths and antiseptic applications. I still think that it is a pyodermia. The improvement whieh has taken place is very striking, and is not compatible with the diagnosis of mycosis fungoides.
Dr. S. E. DORE: I still maintain that this is mycosis fungoides. I suggest.
that X-rays would be useful for diagnosis. Patches of mycosis fungoides clear up with such rapidity under.X-rays that it would be useful to try them here on a single patch. I do not think pyodermia or seborrhceic eczema would clear up so rapidly.
Dr. GRAHAM LITTLE (in reply): X-rays have been tried on the right leg only, but I cannot see much advantage, so far.
Syphilitic Rash first appearing after Twenty-three Injections of Novarsenobillon.
By J. L. BUNCH, M.D.
THE patient, a private in the Army, had a chancre eight years ago, which was diagnosed by a well-known surgeon as syphilitic, and treated by him with mercury injections and otherwise for three years. No skin eruption was seen then, or at any time until five weeks ago. At the end of the three years' course of treatment the patient was pronounced free from syphilis. In November of last year his blood was examined at a London military hospital, and the Wassermann reaction was found to be positive.
So he was ordered intravenous injections of novarsenobillon twice a week, 03 or 05 grm., and intramuscular injections of mercury once a week. After twenty-three injections of novarsenobillon he developed a rash, which commenced on the arms, near the sites of injection, and on the buttocks, also near the sites of injection. The injections were then discontinued. The rash spread down the forearms, but did not -involve the hands, down the thighs above the knees, and later to the trunk. The face was not involved.
When seen by me, the lesions were irregular in distribution, erythematous, slightly scaly and definitely follicular. There was adenitis of the groin, and the epitrochlear glands were enlarged. The tongue and throat were clear. There was no sign of a chancre any-where. The diagnosis lay between a syphilide, in which case the lesions corresponded in character to a secoDdary eruption, and pityriasis rosea. If a syphilide, it appeared that it must either be the result of a second infection (of which there was no evidence) or a lighting up of the eight-year-old infection, giving rise to a very anomalous rash. And this after twenty-three injections of novarsenobillon! Or, in view of a certain amount of itching, there was the possibility that it was a very abnormal case of pityriasis rosea. Before the course of injections the Wassermann reaction is said to have been positive, after twelve injections negative, and after another eleven (twenty-three in all) again positive. I had it done on April 9 (nine days ago) and it was positive.
At present date (April 18) the distribution of the rash is such that the face, the hands and the legs below the knees have escaped. The forearms, the thighs and the trunk are most affected, and the lesions are scattered and show but indefinite signs of grouping. They vary in size from small follicles to patches the size of a shilling, are erythematous or pinkish in colour, and some are definitely scaly. There are no lesions on the elbows or knees, and the patches in no way resemble psoriasis.
Some of the patches are fading, but the better marked spots most closely resemble a follicular syphilide. There is no evidence of a chancre; the throat is not affected, but there is some adenitis.
I propose to excise one of the patches and examine sections for the Spirochata pallida.
Dr. PERNET: The mode of development arnd appearances of the rash are those of a secondary syphilide, especially the follicular grouping. Histories are so fallacious that it is wise to disregard them. I have found that the Wassermann reaction is always negative in pityriasis rosea, except when the latter occurs in an old syphilitic, when the reaction may be positive.
Dr. GRAY: I am convinced that this is not pityriasis rosea, because it is a very definite follicular hyperkeratosis, and does not correspond with the ordinary characters of that disease. The only two conditions that this case resembles are a follicular tuberculide or a follicular syphilide. The former is an extremely rare condition in an adult, and only occurs in people who show definite signs of tuberculosis. This patient shows no such signs, and I am therefore of opinion that it is a follicular syphilide. This appears to be an example of over-treatment by the arsenical preparations. Such cases are not uncommon when mercury is pushed so as to produce a marked lowering of the bady re3istance, and I believe that similar effects can be produced by arsenic, though they are perhaps not seen so frequently, as people are mostly rather cautious in the exhibition of this latter drug. I believe however that many cases of cerebro-spinal syphilis following the extensive use of the arsenical preparations are due to this cause. The only way of conclusively proving the syphilitic nature of these lesions is to find the spirochaete in the affected tissues.
Dr. GRAHAM LITTLE: I do not regard this as pityriasis rosea: I do not think it is, clinically, like it. I regard it as a syphilide, not necessarily an early secondary syphilide. It is not much against this being syphilis that the patient should have a rash after having these injections. I was nearly bringing to-day a very difficult case of a syphilide in a woman who had had syphilis twenty years, and had lesions of it all that time. She has had continuous and effective treatment, yet apparently it has made no impression on the rash. Dr. A. EDDOWES: I believe that when a remedy fails at first after a fairly good dosage has been given, it is useless to go on with small doses afterwards. I think the colour of some of these patches is due to arsenic.
Dr. S. E. DORE: I agree with previous speakers in regarding this case as syphilitic, rather than as pityriasis rosea. I do not think there is any impossibility in this type of eruption occurring so long after the initial syphilis: the more one sees of syphilis the more difficult it is to date the eruption. It is possible that when these arsenical preparations are given the eruption may be postponed, and what is generally an early eruption may occur later when treatnment is stopped. This patient has had a large total quantity of arsenobenzol, and over-treatment may lower the patient's resistance, but I have never seen a relapse so soon after such thorough treatment as this.
Dr. F. PARKES WEBER: Part of the cutaneous condition in this case is follicular, and it is possible that in the chronic follicular types of cutaneous eruption which occur in the secondary and the tertiary stages of syphilis the spirochaetes become in some way protected by the hair follicles and sebaceous glands.
Dr. PRINGLE: In my opinion this case is morphologically a characteristic grouped small follicular syphilide, and I can formulate no alternative diagnosis. As to its occurrence at this period of the disease and after treatment of such intense character and long-continued duration, I can only say we all have seen the occasional persistence of syphilis under every form of treatment, ancient and modern. Only in the last month I have observed two cases of recurrent syphilides of a type which we would call "secondary," in men who have been treated for two years, with all the intensity of mercurial and arsenical administration at our command. They had been treated in France and in this country with salvarsan, neo-salvarsan, and galyl intravenously, and persistently with mercury intramuscularly, yet they still have active syphilis, and neither is a cachectic individual.
